DOCUMENT

tl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS 0¢T 2 6 1960

BY AFFIDAVIT OF

Registration District No

el Jef’
1003 ORI —
____________ rimary Registration Digtrict No. _ A ———Registrar’s No, __.9869.__

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
a. COUNTY s. STATE mssom b. COUNTY St.I‘o.uis admission)
b. C‘IJT;’ (If outside corporate limifs, give TOWNSHIP only) Length of stay in 1k <, C(IDEY Inside Limits
jown  St.Louls town  St,. Ferdinand Twp Yes O Mo O
€. f-l%éPNTJ:TEO%F {If NOT in haspital, give location) inside Limits d. :;RD%EETSS {If cuiside, give location) Reside on Farm
|
INSTITUTION DePaul Hospital Yes 8 No[d 1001 Prigge Rd., Yes [ No (X
3. (?AME OF DECEASED First Middle Last 4, DOAFTE Month Day Yoar
Ype of print)
LAWRENCE H. OYEN pearn  October 10th, 1960
5. SEX 6. COLOR OR RACE 7. Married [0 Naver Married KX} [8. DATVE OF BIRTH | ¥ AGE (last birthday) [IF UNDER | YEAR [ IF UNDER 24 HR
m.ale "hita Widowed [] Divorced [ 8/‘&/52 8 Manths l Days Hours Min.
102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country} | 12. CITLZEN OF WHAT COUNTRY
during mpost of warking life, aven if resired)
School boy school Kleler, Wisc USA
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Alfred Qyen Helen Ritter none
5. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown) | (If ves, give war or dates of service}
Re™" | none Helen Oyen,l001 Prigge Rd
18., CAUSE AF DEATH { nly ona cause per |ine for (a), (b), and (c). INTERVAL BETWEEN
[ 4 T | ATH WAS CAUSED BY: OINSET AND DEATH

fueowecast o _CEREBRAL Edema  7/6.0 |3 'pays

/o

s v OETom_CARDIAC ARAESST 3 DAy s
s& to t G
o o v
under- -~
N last. DUE TO (c} \ t i 9 A 3 DA}I' S
z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART HIE If deceased was female was
.9_ disease condition given in PART | [a} there a pregnancy in last 90 days,
<
3| LoTe 3% pDegrer Bunws ( weewsS Aqo. [Bve [ O % | O Unknown
E 19, WAS AUTOPSY | 20a. ACCIDE SUICIDE HOMEIlCIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of imjury in PART | or PART I} of item 18.)
& PERFORMED? | O
© YES [0 NO R Buanvivg 9asoliwe eAvqhT CLTHES AFRALE
&| 20cTIME OF Hour  Month, Day, Year L ”
= INJURY a.m. 2
g o em o Aug. 31, 60
20d. \NJURY OCCURRED Z0e. .PLACE OF INJURY {e.g., in or shout home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J grm, factory, sireet, office bldg., eic.) .
NOT WHILE AT WORK [~ > HosE ST, toyrs Cov [ iod G S Mo,

) F=ayy
21. | attended the deceased fro 3 L) . fo_uj‘.ﬁﬂ'_‘_Land last saw mmive on__Q‘_._l_ﬂ,__Lﬂo_
. 'De;th— occurred  at g“' ! on the date stated above, and to the best of my knowledge, from the causes stated.

72a. SIGNATURE (Degree or title) 22b. ADDRESS 22¢c, DATE SIGNED
. 2l YD, te01l BELLE PomTataE Rp. re-11~¢o
73a. BURIAL, CREMATION, } 23b, DATE [ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State}
REMOVAL (Specify)
burial 10/13/60 Calgary Cemetery

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

DIEDRICH FUNERAL HOME, 8319 Hallsferry

0CT 11 1960
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STATEMENT BY LICENSED EMBALMER

SILI VN, W
Rl S
Ol

|

1 hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed t

or by
working t{pder my personal supervision.

Student

Signature of Student Embalmer

]

' Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.

with the above constitutes grounds for revocation of license).
. 1f embalmed by.a STUDENT, he also shall sign in bis QWN handwnung“__{_ )
If this body is not embalmed, facf should be so stared above

LL....;_-—..- A

Student Embalmer No.

LA T

1

(Failure to ¢

ak




